Introduction
Infectious mononucleosis is a common disorder of childhood and adolescence. Johansen (1941) first described neurological involvement in infectious mononucleosis, and the incidence of neurological disturbance has been variously estimated at 0-7%o (Rugg-Gunn, 1954) to 7% (Gautier-Smith, 1965) of all patients usually diagnosed as aseptic meningitis. It is rare for the neurological complication to be the dominant or presenting feature. A case of infectious mononucleosis who presented with bilateral sixth nerve palsy is reported.
Case report A 15-year-old schoolgirl consulted her family doctor because of an upper respiratory tract infection and swollen eyes; her boy friend had recently had a similar illness. She was treated with cotrimoxazole, 2 tablets twice daily, and linctus codeine compound. Six days later she developed a rash on her trunk, thought to be due to a drug allergy, for which she was treated with chlorpheniramine, 4 mg 4 times a day for 4 days. On the fourteenth day of her illness she developed diplopia on lateral gaze and was referred to the Neurology Clinic where she was seen the following day.
On examination she was well and apyrexial. A faint morbilliform rash was evident, maximal over the trunk. The throat and fauces were normal: there was no lymphadenopathy nor splenomegaly. In the nervous system, the only abnormality was a bilateral sixth nerve palsy; there was no evidence of meningism. Investigations showed haemoglobin 13-3 g/dl, white cell count 8-0 x 109/1 (56% lymphocytes, 39°4 (Pickins and Sangsten, 1975) . Bernstein and Wolff (1950) Hospital, and found neurological involvement was the major or presenting feature in 15 of the patients. They also reviewed a further 8 patients from the literature. In all but one of these patients headache was a feature, and none of these patients was so mildly affected as the present patient. Since then, Yahr has reported 2 patients, one presenting with an autonomic neuropathy and one with chorea (Yahr and Frontera, 1975) . Davidson and Salter (1964) described a woman with infectious mononucleosis who presented with facial diplegia, although she also had diabetes mellitus.
Bilateral sixth nerve palsy in an otherwise well person is rare. Keane (1976) has recently reviewed 125 consecutive patients with bilateral sixth nerve palsy. Infection was the cause in only 12 of them, this taking the course of diffuse and parameningeal infection, and in 9 cases the palsy was associated with the polyneuropathy of Guillain-Barre. Though bilateral sixth nerve palsy has been described in infectious mononucleosis (Silverstein et al., 1972) . all were associated with other signs of brain stem involvement.
The neurological involvement usually has few sequelae and the deficit clears, but fatalities do occur. Indeed, neurological complications are second only to splenic rupture as a cause of death in these patients. Post-mortem studies have shown atypical mononuclear infiltration, perivascular cuffing around small blood vessels with cellular degeneration (Friedland and Yahr, 1977) . It has been established (Joncas, 1972) that Epstein-Barr (EB) virus is the causative agent of infectious mononucleosis and EB virus antibodies have been found in the cerebrospinal fluid of patients with neurological involvement in infectious mononucleosis (Joncas et al., 1974) . Friedland and Yahr (1977) have suggested that the rapid reversibility of the neurological deficit may imply an underlying immunological mechanism rather than 'neuraxitis'. The association of EB virus with the Guillain-Barre syndrome (Currie, 1975) 
